Even topical anti-inflammatories do not avoid the well known side effects of gastric irritation and bleeding.
3 4 Oral non-steroidal anti-inflammatory drugs (NSAIDs) are worse. Diclofenac, in particular, raises the risk of myocardial infarction by about 3 in 1000 medium risk people who have it prescribed. In people at high risk, diclofenac increases this risk by 7-8 in 1000. That's a similar increase in risk as with cyclo-oxygenase-2 inhibitors, 4 such as rofecoxib (Vioxx). And, although naproxen is safer in this regard, all NSAIDs increase gastric side effects 5 -and non-aspirin, non-steroidal anti-inflammatory use is implicated in 12% of hospital admissions caused by adverse drug reactions. 6 There's also renal impairment, as well as the risks to people with hypertension. Co-codamol is only slightly better than paracetamol alone. 8 Amitriptyline is cheap and often useful, but it comes with the risk of anticholinergic side effects. 9 10 Gabapentin use has soared: 8.2 million prescriptions were generated in England alone in 2013, a 46% rise from 2011. Popular for neuropathic pain and fibromyalgia, gabapentin is associated with euphoria and has become a drug of misuse. 11 Just over a third of people using gabapentin for chronic pain will report a reduction of 50% or more. 12 All active drugs, of course, come with side effects. We're encouraged to treat pain seriously and generously, but chronic pain differs from terminal care. How sure are we about these drugs in the long term? And does the relentless political focus on the "happy customer" model of NHS delivery mean that doctors are less inclined to be unpopular by refusing to escalate or continue doses of drugs that barely help? Is the customer always right when it comes to high and sustained doses of drugs that have addictive qualities?
The Cochrane Collaboration found that 35% of patients reported pain to be at least halved by gabapentin-but so did 21% of people taking a placebo. We also know that honest description does not necessarily preclude the placebo effect. 13 Simple things such as tablet colour can generate beneficial physical responses but are understudied.
14 It's easy to prescribe active drugs that often don't work, but it should be easier to prescribe non-drug alternatives. Often neither I nor my patient is reasonably sure that the drug being taken for chronic pain is useful. It should be easier to find this out. We need carefully packaged and coloured placebos to be used-without deception-as n=1 trials. And, if we had enough physiotherapists and psychologists working with GPs in primary care, we may well do less harm. 
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